Implantation of left ventricular assist devices (LVAD) has increased because of improved safety profile and limited availability of heart transplantation. Although supervised exercise training (ET) programs are known to improve exercise capacity and quality of life (QoL) in heart failure (HF) patients, similar data is inconclusive in LVAD patients. Thus, we performed a systematic review on studies that incorporated supervised ET and measured peak oxygen uptake in LVAD patients. A total of 150 patients in exercise and 55 patients in control groups were included from 8 studies selected from our predefined criteria. Our systematic review suggests supervised ET has an inconsistent effect on exercise capacity and QoL when compared to control groups undergoing usual care. A quantitative sub-analysis was performed with 4 studies that provided enough data to compare peak oxygen uptake and QoL at baseline and at follow-up. After at least 6 weeks of training, LVAD patients undergoing supervised ET demonstrated significant improvement in exercise capacity (standardized mean difference [SMD] = 0.735, 95% Confidence Interval-[CI], 0.31-1.15 units of the standard deviation, P = 0.001) and QoL scores (SMD = 1.58, 95% CI 0.97-2.20 units of the standard deviation, P <0.001) when compared to the usual care group, with no serious adverse events with exercise. These results suggest that supervised ET is safe and can improve patient outcomes in LVAD patients when compared to the usual care.
Introduction
Exercise intolerance is a cardinal feature of advanced heart failure (HF) patients. Exercise training (ET) was successfully shown to improve exercise capacity, quality of life (QoL) and HF symptoms in patients with HF. [1, 2] For patients with end-stage HF, implantation of left ventricular assist device (LVAD) has steadily increased due to their improved safety and the limited donor availability for heart transplantation. [3] Indeed, LVADs are being used as destination therapy (DT) in an increasing number of HF patients. [4] HF symptoms are often not relieved, with some patients continuing to have poor exercise capacity due to prolonged immobility and skeletal myopathy. [5] , [6] In addition, LVAD patients may not always experience improved QoL due to poor muscle strength, [7] and cannot perform simple, short-duration daily activities that require less than 2 minutes of muscle activation like showering or dressing. [7] Furthermore, decreased muscle strength is an independent predictor of mortality in HF. [8] Lack of guidance and absence of uniform supervision are important barriers to initiation and continuation of exercise therapy in cardiac patients. [9] Medically supervised exercise programs have a structured regimen and are monitored by professionals. The difference between supervised and unsupervised ET is related to better patient adherence and greater intensity of exercise. [10] Despite data showing ET enhances skeletal muscle strength and improves functional capacity and QoL in HF patients, [7, 11] the data on efficacy of supervised ET in LVAD patients is limited by small sample size with conflicting results. The role of supervised ET in improving exercise capacity and QoL in LVAD patients as compared to usual care remains controversial. Therefore, we conducted this systematic review with the primary objective of evaluating the effect of supervised ET on exercise capacity and QoL in LVAD patients.
Methods

Data sources
We performed electronic searches in 7 databases from their inception to December 2015: PubMed, Embase, EBSCO Rehabilitation and Sports Medicine Source, Web of Science, Cochrane Central Registry of Controlled Trials, Cochrane Database of Systematic Reviews, Google Scholar according to PRISMA guidelines (Fig 1 and S1 File) . We used the following MeSH terms and keywords: heart-assist devices, ventricular-assist devices, exercise, cardiovascular rehabilitation, and exercise training to identify all the available trials with maximum sensitivity. We used a librarian's expertise (CB) for searching unpublished reports and thesis work. Only English language papers were included.
Study selection and data extraction
Due to the scarcity of data on our chosen topic, studies were required to have supervised ET alone or in combination with standard medical care or in the setting of cardiac rehabilitation. For accurate assessment of ET on exercise capacity, only studies that measured peak oxygen uptake (ml/kg/min) were included. HG and AL independently reviewed all studies from the search list and independently reported results in separate data sheets. When disparities arose regarding study selection and inclusion, consensus was achieved with the assistance of a third independent investigator (WW). Study investigators [12, 13] were contacted through email to retrieve missing data when appropriate. We considered both RCTs and observational studies. Data was extracted for baseline characteristics that included age, gender, follow-up period, ejection fraction, patients with ischemic (ICM) versus nonischemic cardiomyopathy(NICM), type of LVADs, time to ET intervention after LVAD implantation, and baseline values of peak oxygen uptake and QoL parameters. We collected data on sample size, means, and standard deviations (at baseline and follow-up) for the outcome measurements. We calculated dose of aerobic ET as dose = number of weeks of exercise x average sessions per week x duration of each session in minutes. [14] Although pulsatile-flow LVADs are in minimal use currently, we included them in this review to examine differences in outcome (versus continuous-flow devices) and whether having pulsatility provided any advantage with respect to either improvement in exercise capacity or adverse events.
Quality assessment
Two independent reviewers HG and AL evaluated the quality of the selected studies, on separate pre-specified forms. We used Downs and Black instrument [15] to assess quality of individual studies for sub-analysis. Downs and Black instrument uses 27 criteria to assess quality of reporting, internal validity (bias and confounding), and external validity (generalizability) and is listed in the top six quality assessment scales for systematic reviews. [16] 
Statistical analysis
For the sub-analysis performed in this systematic review, we used a random effects model (DerSimonian and Laird method) to account for clinical diversity and methodological variation among the pooled studies. We computed standardized mean differences (SMD) and corresponding 95% CI for all continuous outcomes to standardize the results of individual studies to a uniform scale before they were combined. SMD is used as a summary statistic when all the studies measure the same outcome but use different tools (or scales) and is calculated as the ratio of the difference in the mean outcome between groups and the standard deviation of the outcome among participants. [17] Results are expressed as a proportion or units of the standard deviation. We conducted sensitivity analysis by excluding one study from the pool each time for primary outcome (peak oxygen uptake) to determine the robustness of our results. We assessed for heterogeneity of SMD across studies by using I 2 test which is equal to the percentage of total variation across all studies as a result of heterogeneity reported for each analysis, so as to render inter-study heterogeneity interpretable. I 2 more than 50% was considered substantial heterogeneity. Meta-regression was done to evaluate if baseline differences in peak oxygen uptake, the setting where supervised ET took place, the duration of supervised ET, age, strength training inclusion or time of ET initiation after LVAD implant influenced the pooled SMD. Publication bias was evaluated using a funnel plot and quantified using Egger test. All P values were two-tailed and considered significant at α <0.05. Confidence intervals were reported at 95%. We used Comprehensive Meta-Analysis Software (CMA software, version 3.2, Biostat Inc, Englewood, NJ, 2014) for conducting this meta-analysis.
Results
Our search resulted in 3 RCTs [12, 18, 19] and 2 prospective observational studies [13, 20] and 3 retrospective observational studies. [21] [22] [23] We obtained full-text articles for the included studies. We summarized baseline demographic and clinical characteristics in Table 1 . Most studies were relatively small in sample size (median 19, 11-70). One study [22] had no control group. Three studies compared ET in LVAD patients with either HF patients [23] or artificial heart or heart transplant patients. [20, 21] In total, there were 150 patients in the ET group and 55 in the control group. The age of the patients varied from 37 to 63 years. Although 6 of the 8 studies included women, they accounted for only 16.66% of the patients recruited overall (Table 1) . However, the proportion of women in the most recent studies [22, 23] improved ranging from 24 to 37%. Four studies reported ejection fraction which varied by 13 to 21%. [12, 18, 20, 23] Six studies reported diagnosis leading to LVAD implantation (Table 1) . Overall LVAD was implanted in 51 patients with ICM and 75 patients with NICM. None of the studies compared ICM patients with NICM patients for either outcomes or adverse events. Six studies whether LVAD placement are for destination therapy or bridge-to-transplant therapy (Table 1) . Of those 6 studies, 5 [13, [18] [19] [20] [21] included only patients with LVADs implanted as a bridge-totransplant. None of the studies compared ET in LVADs used as bridge-to-transplant versus destination therapy.
Quality assessment results
We assessed quality of the pooled studies using Downs and Black criteria ( Table 2) . [15] The mean Down and Black quality assessment score was 21.4 (±3) with 7 studies [12, 18-21, 23, 24] having good to excellent quality and 1 study [13] having fair quality.
Types of LVAD
All the studies reported the type of LVAD implanted (continuous-flow versus pulsatile-flow, Table 1 ). Five studies included only continuous-flow devices. [12, 13, 18, 22, 23] One study [20] included only pulsatile-flow devices and two [19, 21] included both pulsatile and continuousflow devices. In total, pulsatile-flow devices were implanted in 31 patients and continuousflow devices were implanted in 147 patients. None of the studies compared ET in continuousflow devices versus pulsatile-flow devices for exercise capacity, QoL, or adverse events.
Inter-agency Registry for Mechanically Assisted Circulatory Support (INTERMACS) levels
Five studies reported INTERMACS levels. [12, 18, 19, 22, 23] In 3 studies [12, 18, 19] with a control LVAD group, there was no significant difference in the INTERMACS levels between the treatment and control groups. In one study [23] that compared LVAD group with advanced HF group, there was a significant difference in the INTERMACS levels between the LVAD group and the HF group [2.5(±0.8) versus 4.2 (±0.5) P<0.001].
Duration of ET
The duration of ET is reported in Table 1 . The duration of ET varied from 2 weeks[23] to 18 weeks. [13] In a study by Kugler and coworkers, [13] LVAD patients underwent ET for the longest duration with a significant improvement in peak oxygen uptake in the treatment group as compared to the control group. In 3 other studies, [12, 18, 19] that had duration of ET between 6 to 12 weeks, there was no significant improvement in the peak oxygen uptake between treatment group and control group at the end of the follow-up. Location and supervision of ET
The location of ET is reported in Table 1 . The supervision of ET included direct observation in the cardiac rehabilitation gym setting [12, 18] or monitoring of exercise intensity and frequency through a home monitoring system [use of smart card to store mean training heart rate, mean training workload and rate of perceived exertion] [13] or both (implementation of supervised ET protocol at home combined with hospital visits (2-3 times/week) for direct supervision of inspiratory muscle training). [19] Only 2 studies [12, 22] reported telemetry monitoring of heart rhythm. None of the studies compared differences in exercise capacity or QoL between ET at home-based versus hospital-based programs.
Interventions and dose of ET
Interventions employed in ET are described in Table 3 . The primary mode of intervention was mostly aerobic ET. Three studies incorporated only aerobic ET. [12, 13, 23] Four studies incorporated strength training exercises, in addition to aerobic ET. [18, [20] [21] [22] One study [19] performed inspiratory muscle training. The dose of ET varied considerably across studies, in total duration (2 to 18 weeks), frequency (3 to 6 sessions/week), session length (20 to 90 minutes/ session), and intensity (Bjorg RPE 12-14; 60 to 80% of heart rate reserve; 60 to70% peak oxygen uptake, Table 3 ) We calculated dose of aerobic ET when possible and it ranged from 540 to 2400 minutes ( Table 1) . None of the studies reported problems with adherence to ET and no study reported higher adherence with hospital-based program as compared to a homebased program. Recommendations on diet and/or exercise per usual standards were given for the control groups present in 4 studies (Table 3) ; however, there was no structured monitoring or supervision to ensure accomplishment of the tasks in the control group. We are unable to quantify the precise level of intervention in the control group due to inconsistent reporting and lack of restriction on exercise limits in the control group.
Supervised ET effect on peak oxygen uptake
Six studies reported peak oxygen uptake in ml/kg/min at baseline and at follow-up. [12, 13, 18, 19, 21, 22] In 5 of those 6 studies, there is consistent evidence for significantly improved peak oxygen uptake in the treatment group from baseline to follow-up. [12, 18, 19, 21, 22 ] Four studies had control group with LVADs undergoing usual care without supervised ET and we summarized baseline and clinical characteristics of these 4 studies in Table 4 . These 4 studies reported peak oxygen uptake at baseline and follow-up. Data was extrapolated from the graph in one study. [13] When compared with the control group at the end of the follow-up in those 4 studies, ET significantly improved peak oxygen uptake in only 1 study. [13] The level of the peak oxygen uptake achieved varied from 12.5 ml/kg/min to 24.2 ml/min/kg. Peak oxygen uptake was calculated using cardiopulmonary exercise testing on a treadmill in 4 studies [12, [19] [20] [21] and on a bicycle ergometer in 4 studies. [13, 18, 22, 23] In another study, [20] peak oxygen uptake was measured when patients already underwent ET for few weeks prior to checking baseline peak oxygen uptake. One study [23] investigated whether peak oxygen uptake was related to ejection fraction and did not find any correlation. Only 4 studies [13, 18, 22, 23] reported whether pump speed of continuous-flow devices was adjusted during exercise or for exercise testing to measure peak oxygen uptake. In 2 studies [18, 23] , LVAD pump speed was not adjusted. In 1 study, [13] LVAD pump speed was adjusted individually during exercise testing in order to allow maximum support. In another study, [22] small speed changes were performed in 3 patients with HeartWare devices during their stay in the rehabilitation center.
Due to the strong likelihood of the results being influenced by small sample size, we pooled studies that specifically reported peak oxygen uptake in ml/kg/minute at baseline and at follow-up for comparison with a control LVAD group which did not undergo supervised ET. This quantitative sub-analysis could be performed in only 4 studies (Table 4) . After 6 to 18 weeks of supervised ET, LVAD patients demonstrated modest but significant improvement in exercise capacity when compared to those who did not (SMD 0.736, 95% CI 0.32-1.15 units of Three daily sessions of exercise-based training for 6 days a week. Exercise training includes breathing exercises, aerobic training, and calisthenics.
-
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Supervised exercise training program 3 days a week for 6 weeks, completed primarily by treadmill and a secondary modality (cycle ergometer, recumbent stepper) for 30 minutes at a training intensity set at 60% of the heart rate reserve, with patients allowed to progress to an intensity of 80% heart rate reserve
Daily walking with follow-up calls at weeks 2, 4 and 6 on their own the standard deviation, P = 0.001, Fig 2) , which translated to 1.46 ml/kg/min improvement of the supervised ET over the control group. There is low heterogeneity among the pooled studies (I 2 = 11.48, P = 0.33). Meta-regression demonstrated no significant effect on baseline peak oxygen uptake values (coefficient = 0.73, P = 0.39), time of ET initiation after LVAD implant (coefficient = 0.12, P = 73), location of supervised ET (coefficient = 2.74, P = 0.09), duration of supervised ET (coefficient = 3.29, P = 0.07), inclusion of strength training in the regimen (coefficient = 0.66, P = 0.42), dose of aerobic ET (coefficient = 0.20, P = 0.66), and age (coefficient = 0.05, P = 0.83) on the results of the pooled SMD. We conducted sensitivity analysis to examine if effects of supervised ET on peak oxygen uptake differed as a function of study design or type of exercise intervention by eliminating each study from four-study pool, one study at a time (Fig 3) ; results of which showed consistent benefits of supervised ET on exercise capacity (peak oxygen uptake) in LVAD patients. No significant publication bias was observed in funnel plot and the Egger's test (P = 0.10). Supervised ET effect on submaximal exercise capacity
Three studies [12, 18, 19] assessed the submaximal exercise capacity in LVAD patients with a 6-minute walk test. ET significantly improved 6-minute walk test from baseline to follow-up within the treatment group in all 3 studies. [12, 18, 19] However, there was no difference in the 6-minute walk test distance when compared to the control group at the end of follow-up. [12, 18, 19] Supervised ET effect on muscle strength
Four studies incorporated strength training exercises but did not measure change in muscle strength at the end of the follow-up. [18, 20, 21, 23] One study [12] measured change in muscle strength but did not include strength training exercises. This study [12] demonstrated 17% improvement in peak leg torque as compared to no change in the control group without supervised ET. Supervised ET effect on QoL
Five studies reported the effect of supervised ET on QoL at baseline and follow-up (Table 4) . Two studies [13, 18] used the Short Form-36 scale to assess QoL. One study [19] used the Minnesota Living with Heart Failure Questionnaire and another used the Kansas City Cardiomyopathy Questionnaire to assess QoL. In 4 studies, [12, 13, 18, 19] LVAD patients who underwent supervised ET demonstrated significant improvement in QoL from baseline to followup. However, when compared to the control group at the end of the follow-up, there was significant increase in QoL in only 1 [12] of those 4 studies. In another study [21] that did not have control group with LVADs, ET significantly improved QoL from baseline to follow-up (P<0.05). Due to the strong likelihood of small sample size influencing results in these individual studies, we looked at studies that specifically reported the effect of supervised ET on QoL at baseline and at follow-up in both treatment and control groups that did not undergo supervised ET. This sub-analysis could be performed in only 4 studies (Table 4) . LVAD patients who underwent supervised ET demonstrated significant improvement in QoL when compared to those who did not (SMD 1.58, 95% CI 0.97-2.20 units of the standard deviation, P <0.001, Fig 4) , which translated to a 12-point improvement in the supervised ET group over the control group. There is no significant heterogeneity among the trials (I 2 = 43.32, P = 0.15). Meta-regression demonstrated no significant effect of location of supervised ET (coefficient = 0.29, P = 0.60), inclusion of strength training in the regimen (coefficient = 0.03, P = 0.86), and the dose of aerobic ET (coefficient = 0.14, P = 0.70 on the results of the pooled SMD. However, the duration of ET did show significant effect on the results of pooled SMD (coefficient = 4.21, P = 0.04).
Adverse events and safety of ET
None of the pooled studies reported major adverse events of ET. One study [12] reported syncope in a patient immediately after completing exercise session. One study [22] reported an episode of non-sustained ventricular tachycardia during ET. However, we did not find any relation between the dose of aerobic ET and adverse events (Table 1) .
Discussion
We performed this systematic review due to recent increased referral of patients with LVADs to our cardiac rehabilitation center. There are no exercise prescription guidelines for patients with LVADs. Our systematic review suggests that supervised ET in LVAD patients is safe with no major adverse events. Supervised ET improved exercise capacity but we did not find consistent evidence to support an increase in exercise capacity or health-related QoL outcomes in LVAD patients receiving supervised ET when compared to usual care. This is likely due to small sample size and short duration of ET. However, our sub-analysis involving larger sample demonstrated that supervised ET for at least 3 days a week in LVAD patients significantly improved exercise capacity and QoL when compared to usual care. These results indicate that supervised ET has potential to improve patient outcomes in LVAD patients compared to usual care. Our study builds on previous results since none of the individual RCTs [12, 18, 19] has shown significant improvement in exercise capacity in LVAD patients undergoing supervised ET when compared to LVAD therapy alone. Multiple exercise modalities in various doses in the treatment group in these RCTs could have influenced the peak oxyen uptake at the end of the follow-up. Low sample size in the 3 RCTs [12, 18, 19] could have contributed to the lack of statistical significance between ET and control groups, which was overcome with our sub-analysis. LVAD patients are profoundly deconditioned for prolonged periods prior to implantation. But the duration of ET in most studies was relatively short (2-12 weeks) to achieve any reasonable results. Furthermore, control groups in the 3 RCTs [12, 18, 19] exercised without any restriction and this may have influenced the difference between the treatment and control groups at follow-up. Despite the addition of a prospective non-randomized controlled study in our sub-analysis, we were able to show consistency of these findings and lack of significant heterogeneity, despite variations in exercise regimens, locations (home or rehab facility) and intensity of the ET protocols.
This study underlines the importance of ET after LVAD implantation since improvements in exercise capacity do not occur spontaneously. Indeed, Leibner and coworkers [5] demonstrated no statistical improvement in peak oxygen uptake at any time point after LVAD implantation. In their study cohort, [5] the maximal peak oxygen uptake was 12.7 ml/kg/min at 3 to 6 month period after LVAD implantation. These numbers are still lower than the criteria for severe functional limitation set for heart transplantation (peak oxygen uptake: 14 ml/kg/ min). [5, 26] There are several mechanisms to explain the beneficial effects of supervised ET. It has been shown that in addition to low cardiac output, skeletal muscle dysfunction plays a critical role in impaired exercise tolerance in HF patients. [6] Leg muscle volume correlates with exercise limitation in HF. [27] Muscle abnormalities in HF are not only caused by decreased blood flow and muscle atrophy but also increased sympathetic tone and free radical activity. [28, 29] A structured regimen of ET under supervision to ensure compliance has the potential to improve muscle strength, respiratory efficiency, peripheral vasodilation and skeletal muscle oxidative capacity. [11] The aerobic portion of ET benefits exercising limbs of patients with HF reducing sympathetic tone and lactate accumulation, improves oxidative capacity and leads to increased blood flow to the skeletal muscle, [7, 12, [30] [31] [32] , [33] which will ultimately result in an increase in peak oxygen uptake, as seen in our sub-analysis. In HF patients, exercise has been shown to have minimal effect on central hemodynamics and studies demonstrated that its predominant effect is on peripheral musculature. [29, 34, 35] The other mechanism for the improvement in study outcomes related to ET is increase in muscle strength. Muscle strength is necessary to perform short-duration activities of daily living (like dressing and showering), which enhances QoL. [7] LVAD patients often have difficulty in returning to their routine activities, which are known predictors of poor QoL. [18] The incorporation of resistance training as part of the regimen can greatly improve QoL. This was seen in one of the pooled studies, [18] which included upper and lower extremity strength training exercises. Even when resistance training was not a part of the regimen, leg muscle strength still improved with structured ET as shown in one [12] of the studies in this systematic review. It is likely due to the fact that the supervision of ET resulted in a greater workload than just usual care.
It is also important to emphasize the outcome effects of the duration of ET despite a nonsignificant trend in the relationship between exercise duration and the improvement in exercise capacity (P = 0.07) over usual care. In fact, the study with the longest training duration (Kugler et al, 18 weeks) [13] was also the one that showed highest improvement in peak oxygen uptake and QoL when compared to usual care. Our meta-regression analysis supports this hypothesis by demonstrating significant association of duration of ET with QoL.
There are several limitations in this systematic review. Our analysis includes only 8 studies reflecting the severe scarcity of data on our chosen topic possibly due to challenges in recruiting, and difficulty in performing supervised ET in LVAD patients. The follow-up of 3 RCTs [12, 18, 19] is relatively short and therefore we could not capture long term hard outcomes like hospitalization or death. Despite each of the pooled studies employing supervised exercise protocols, the variation in the type, intensity, and the location of the ET protocols may have influenced the precision of our results. Furthermore, 4 studies did not report INTERMACS levels which is a useful tool in stratifying patient's illness severity before LVAD implantation. This missing INTERMACS data may have limited our ability to quantify the heterogeneity of the patient's characteristics in the interpretation of the result, albeit not statistically significant (I 2 = 11.48, P = 0.33). Supervised ET was initiated at different time points after the LVAD implantation in the pooled studies and this time-dependent variable may have influenced the peak oxygen uptake values, although our meta regression analysis ruled out this influence. Our systematic review includes patients that underwent ET soon after the LVAD implantation (<10 weeks) and during this time period, patients are still severely deconditioned and this factor may have influenced the benefits of ET. Therefore, our estimates of the peak oxygen uptake may have underestimated the maximal benefits of exercise training. We anticipate criticism that multifaceted intervention strategies like phone calls, medication optimization, psychosocial support, behavioral modification, and feedback could have biased the true effect of ET in the treatment group but one of the main purposes of this systematic review is to find the gaps in the current literature for future research. We acknowledge the potential risk of confounding and selection bias due to the inclusion of a non-randomized prospective study [13] in the sub-analysis despite robust results of our sensitivity analysis and minimal statistical heterogeneity. The studies used different scales to measure QoL which could have impacted the effect size despite our use of SMD methodology that overcomes the measurement barrier in theory. Exercise testing using different modalities (treadmill versus bicycle ergometer) could have influenced the peak oxygen uptake values. [20] Multiple studies [36] [37] [38] [39] [40] have shown that the peak oxygen uptake of leg cycling is approximately 89% to 95% of the maximal values achieved with treadmill exercise, which should be taken into account in the interpretation of the results. Adjustment of the LVAD speed in the continuous-flow devices in one study [13] could have influenced the peak oxygen uptake. The inclusion of pulsatile-flow LVADs in two [19, 20] of the pooled studies may have influenced our results, however, Haft and coworkers [41] demonstrated that that exercise performance at 3 months after LVAD implantation with a pulsatile flow device was not significantly different from exercise performance achieved by continuous flow devices. This study showed that no significant differences in peak oxygen uptake were observed despite significant differences in left ventricular volume unloading between different LVAD designs suggesting that major differences in LVAD design do not significantly influence exercise performance. The inclusion of destination therapy patients in one study [23] could have biased the results of this review as destination therapy patients are much sicker with more comorbidities and worse survival rates. [42] 
Conclusion
Our systematic review is insufficient to provide evidence on any specific exercise training intervention or regimen in LVAD patients due to lack of consistency in study designs, sample size, and duration of ET. Our analysis of studies with a control group suggests that supervised ET has the potential to improve exercise capacity and QoL as LVAD patients remain severely deconditioned post-implantation. Duration of ET seems to be an important factor influencing QoL in LVAD patients. Therefore, long-term outcomes of supervised ET for LVAD patients need further investigation with larger, ideally multicenter RCTs incorporating consistent exercise protocols and a longer follow-up period.
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